Background
Mental health is increasingly recognised as an important component of global health. In 2015, the United Nations specifically included the importance of mental health to achieving sustainable development goals (SDGs) in areas such as poverty, hunger and climate change. 1 For instance, one goal is the reduction of mortality from chronic non-communicable disease by a third through the promotion of mental health and well-being. Other SDGs called for the prevention and treatment of substance use, while those relating to poverty reduction and inequality highlighted the relevance of mental health to many of these issues. 1 The subsequent Lancet Commission on global mental health and sustainable development further developed these themes. 2 The Commission highlighted that mental health is a fundamental human right and integral to development in all countries, irrespective of their wealth. In response to these issues, the Commission advocated further investment in mental health services as an essential component of universal health coverage, including more research and innovation, as well as addressing barriers to care and risks to mental health. Importantly, the promotion and protection of mental health is crucial not only in the health sector, but also in the sectors of education, work, social welfare, child and youth services, criminal justice and humanitarian assistance.
If mental health problems are under-recognised and poorly treated in high-income countries, the problems increase by several orders of magnitude in low and middle-income countries (LMICs) where 5% of people with these disorders receive any treatment or care. 3 In recognition of this deficit, the European Union (EU) funded the Emerald programme (Emerging Mental Health Systems in Low-and Middle-Income Countries). 3 The aims were to improve mental health in the following six LMICs: Ethiopia, India, Nepal, Nigeria, South Africa and Uganda. These countries offered a diversity of geographical, economic, social-cultural and urban or rural contexts, as well as a strong commitment of local researchers and policymakers to the programme.
The Emerald programme
The BJPsych Open Emerald thematic series featured in a recent issue (2019, 5(5)) are therefore a welcome addition to the literature. Emerald aimed to improve mental health outcomes in the six participating countries by generating evidence, and training professionals and policymakers to enhance health system performance and mental healthcare in these countries. The project first identified barriers to the effective delivery of mental health services, and then offered solutions for improved delivery in the future. There was a strong emphasis on the integration of mental health into primary and maternal health services building on the UK-funded Programme for Improving Mental Health Care (PRIME) in five of the same countries. 4 In the eight papers of the Emerald thematic series, the programme is introduced and five areas of work described: capacity building, mental health financing, integration of services into primary and community healthcare, the development of mental health information systems with implementation of healthcare indicators and knowledge transfer. 3 Capacity building encompassed workshops for patients, caregivers, policymakers and researchers to raise awareness of advocacy system planning, research capacity and collaboration. 5 Effects were assessed in terms of PhD student grant applications and papers as well as questionnaires distributed to participants. 5 In terms of service delivery and financing models to improve mental healthcare, universal health insurance, along with a greater integration into primary and community care, were the most promising approaches. 6 These recommendations very much echo those of the Lancet Commission and PRIME. 2, 4 Strengthening the overall health system rather than considering mental health separately may avoid past problems with parallel physical and mental health services. 1 Other important elements are task sharing, person-centred care and community development beyond just healthcare.
Specifically, the project developed a set of tools to estimate the resources needed to achieve equitable and sustainable mental health financing. 6 However, the Emerald programme also highlights that interventions must consider wider social determinants such as violence, poverty, unemployment, trauma and stigma that both heighten the risk of mental ill health and the adverse consequences of those who are already ill, including direct financial costs. 6, 7 A further paper in the Emerald thematic series used interviews from managers and service providers to highlight that successful integration required more than the training of existing primary care clinicians. There was a need for systemic structural change including a greater overall emphasis on the management of chronic disease of all forms with support from specialists and improved information systems. 8 Examples included intervention guidelines, care pathways and better access to psychotropic medication.
Using a two-round Delphi process of 93 experts, Emerald project researchers developed a set of key indicators for mental health programme monitoring in primary care. 9, 10 In the first round, participants completed a survey to generate candidate indicators. 9 In the second, the 15 highest scoring indicators on a five-point Likert scale were selected based on significance, relevance and feasibility. 9 These key indicators covered contacts for mental health problems, unmet needs of people with mental health problems, the quality of services provided and the associated financial risk to the person and their family. Their utility was assessed in a survey of primary healthcare workers, as well as the completeness and accuracy of data completion in randomly selected health records. 10 Barriers to collection were similar to those elsewhere, including time pressure and overstretched health workers, although this was mitigated by simplicity of the forms and commitment of staff. 11 
Generalisability
The Emerald programme suggests useful and practical steps to addressing the major unmet needs in LMICs identified by the Lancet Commission. Nevertheless, there are some limitations. Countries were partly selected based on the commitment and enthusiasm of local services. Findings may therefore be less applicable to countries, or even other parts of the participating nations, where services are less committed, organised or even absent. Given the programme was funded by the EU, it is notable that there were no countries from the Caribbean, Oceania, Latin America or francophone Africa, which may again limit generalisability. Integration with primary and community care is stressed but there is little mention of traditional healers who play an important role in healthcare. For instance, a recent review of 40 studies on schizophrenia from eight countries in Sub-Saharan Africa found that most people were treated by both mainstream psychiatry and faith or traditional healers. 12 Much of the programme evaluation was short term and based on quantitative and qualitative assessment of process or proxy measures rather than mental health outcomes. To some extent, this was unavoidable given the time constraints of the Emerald programme, but may again limit generalisability. 13 Although potentially useful tools were developed, it is unclear to what degree they will be adopted.
Child maltreatment
Strengthening of healthcare services is only one component to improving mental health. As highlighted in the concluding paper of the BJPsych Open Emerald thematic series, there is also a need to 'upstream' determinants of mental health such as violence, poverty, poor housing, unemployment, limited educational opportunities and past experiences of trauma and stigma. 7 Not mentioned specifically are the long-term effects of child maltreatment on mental health. 1 These include physical, emotional and sexual abuse, as well as neglect. 14 Globally, substantial numbers of children have experienced childhood maltreatment, although prevalence may vary in terms of timing and type, as well as across countries over time. 15 Thus, estimates of the population prevalence of childhood maltreatment range from 12% for sexual abuse to 36.3% for emotional abuse. 15 
Human rights issues
It is also important to consider human rights issues, including specifically those around compulsory psychiatric treatment. 16 For instance, people with severe mental illness may experience major abuses including forced restraints, violence and torture. 2 Even where safeguards may exist, the compliance of mental health legislation with human rights instruments is poor in low-income countries. 16 
Emigration of healthcare professionals
Even in the presence of compliant mental health legislation, there are often insufficient specialists to provide assessments or reviews. 16 Related to this problem, is the emigration of medical and nursing professionals to wealthier countries. The availability of trained personnel is not just dependent on capacity building but also retaining existing talent. Central to this is countering the 'brain drain' of mental health clinicians from LMICs to wealthier countries. 17 For instance, a third of doctors and 50% of nurses registered to practice in the UK are from overseas. 17 The biggest group of overseas doctors came from either India or Pakistan. In Australia, 52% of doctors who arrived on permanent or temporary visas in the 5 years from 2005 were from India, Malaysia, China, The Philippines, South Africa or Egypt. 18 There are similar proportions of international medical graduates in North America, with more than half coming from LMICs. 19 
Conclusions
In conclusion, the Emerald programme offers valuable insights into addressing the mental health needs of LMICs. It provides a framework and practical tools. It will be important to evaluate longerterm effects including improvements in mental health outcomes, as well as applicability to LMICs beyond existing participant countries. Importantly, this must be coupled with efforts to improve health worker retention in LMICs. 
